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Abstract 
 
Adolescence is a time of great transition, including many changes affecting physical, 
emotional, and mental health. Learning healthy habits and maintaining health during adolescence 
is a vital component of overall lifetime health (North Carolina Institute of Medicine, 2009). 
Public health programs to support adolescent health are important resources for adolescents, their 
parents, and their health care providers. Comprehensive state-level adolescent health programs 
can provide health services and resources targeted to the overall health of a state’s total 
adolescent health population.  
The North Carolina Adolescent Health Resource Center (NC AHRC) was created to 
support the health of all North Carolina adolescents. The main program goals include 
coordinating adolescent health initiatives across the state, providing resources on adolescent 
health to adolescents, their parents, and their health providers, and expanding utilization of 
evidence-based practices, programs, and policies for adolescent health. The program will achieve 
these aims primarily through the program website which will provide adolescent health 
information and resources. Other activities will include trainings for adolescent health 
organizations and the formation of a Youth Advisory Board.  
This paper first details a review of similar state-level programs, including approaches to 
evaluation, which was conducted to inform the planning process. In-depth program and 
evaluation plans for the NC AHRC follow the review. The program plan will describe the 
program context and challenges, and will lay out detailed goals, objectives, and activities. The 
evaluation plan will detail the quantitative and qualitative approaches planned to assess the 
success of the program activities. This program plan and evaluation will guide the initial efforts 
of the NC AHRC and will provide an approach for program assessment and improvement.  
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Introduction 
Adolescence is a key life stage, particularly with regards to health and health behaviors. 
During the transition from childhood to adulthood, adolescents acquire knowledge and build 
habits that will affect their health outcomes for the rest of their lives. As adolescents change and 
grow physically, mentally, and socially, they also begin to take control of many decisions that 
affect their health, including whether to engage in risky health behaviors such as high-risk sexual 
behaviors, tobacco or drug abuse, or alcohol abuse. Such risky health behaviors contribute 
disproportionately to the rise in death and disability rates during adolescence (North Carolina 
Institute of Medicine, 2009). However, promotion of adolescent health is not limited to a 
curtailing of risky behaviors; development into a healthy and productive adulthood necessitates 
building the capacity of adolescents by recognizing their strengths, providing them with 
opportunities for healthy development, and acknowledging their important contributions to 
society (ACT for Youth, 2003). Thus, supporting adolescent health is a multifaceted undertaking, 
one with vital importance to the health of our society as a whole.  
Adolescent health is gaining prominence in both national and state health goals. The 
federal government lists Adolescent Health as an overarching objective in its Healthy People 
2020 goals, with several cross-cutting objectives from other areas also specifically addressing 
adolescence (US Dept of Health and Human Services, 2012). Similarly, the Healthy North 
Carolina 2020 goals include many aims specifically targeting adolescent health (North Carolina 
Department of Public Health, 2013). Adolescents (aged 10-20) comprised fully one sixth of the 
North Carolina population in 2008. The NC Institute of Medicine Adolescent Health Task Force 
reported that in 2007, 30% of NC high school students engaged in several risky health behaviors 
at moderate or high levels (North Carolina Institute of Medicine, 2009). There are many 
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initiatives and organizations in North Carolina which address specific adolescent health issues, 
but no overseeing body exists to coordinate the efforts of these different programs. In many other 
states, a government-sponsored adolescent health program serves this role; however, North 
Carolina does not have such an entity. To this end, the NC Institute of Medicine Adolescent 
Health Task Force recommended that a NC Adolescent Health Resource Center (NC AHRC) be 
created to address this need (NC Institute of Medicine Adolescent Health Task Force, 2009).  
Planning for the NC AHRC began in earnest in late 2012 with the hiring of dedicated 
staff for this endeavor. Initial planning has involved seeking input from stakeholders, including 
adolescents, parents of adolescents, and adolescent health providers. The NC AHRC aims to 
provide access to health information and resources to all of these stakeholders through the 
program website, which will serve as the center of the program’s activities. The program will 
also seek to coordinate state-wide efforts to improve adolescent health, and to this end will 
provide technical support and trainings for adolescent health organizations across the state. 
Through these efforts, the program intends to improve the utilization of evidence-based 
practices, programs, and policies for adolescent health in NC.  
This program and evaluation plan will provide a review of four state-level adolescent 
health programs in an effort to inform the planning process for the NC AHRC. Additionally, the 
program plan will detail the context, challenges, and theories behind the NC AHRC, as well as 
the specific long-term and short-term goals and objectives for the program. A logic model and 
budget proposal will be provided to support these goals. The evaluation plan will discuss the 
choice of study design and methods for evaluation, and will detail the evaluation questions to be 
addressed. A concluding discussion will lay out the author’s thoughts on the planning process 
and suggestions for the program’s future.  
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Systematic Review 
Introduction  
The purpose of this review is to identify and analyze programs similar to the planned NC 
Adolescent Health Resource Center (AHRC), in order to better inform the planning process. 
Several states in the US have active adolescent health programs, although these programs differ 
significantly in scope and function. The similarity of the programs to the planned NC AHRC will 
be judged based on several elements, including state government sponsorship, a significant 
online presence, a target population comprised of all the adolescents of the particular state, and 
coverage of the broad range of topics important to adolescent health. Once similar programs are 
identified, their plans for implementation and evaluation will be detailed. A review of each 
program will focus on the program’s main activities, any frameworks or health behavior theories 
utilized, outlined goals, choice of health topics, the character of the program’s online presence, 
strengths and weaknesses of the program, and, when available, any outcomes of the program. 
The review will conclude with a discussion of how this analysis can enlighten the planning 
process for the NC AHRC.  
Methods 
The main question driving this review was: “What are some of the best practices nationwide for 
a state-level Adolescent Health Resource Center?” As stated above, programs were included as 
useful for analysis if they were state-sponsored programs targeted towards the broad health of all 
the adolescents in a particular state, with a mainly online presence. I identified several key 
programs around the nation during background research for the project. In particular, a 
publication by the National Initiative to Improve Adolescent and Young Adult Health outlined 
many of the state programs in existence and provided access to Strategic Action Plans for these 
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states (Teipel & Brindis, 2010). Based on reviews of these strategic plans, I identified eight 
potential state plans that met the inclusion criteria. Online database searches (PubMed, CINAHL, 
Web of Science, and Google Scholar) for formal evaluation publications did not yield results, so 
I contacted the coordinators for each of the potential states directly to request evaluation data. 
The programs for review were chosen based on the presence of a robust program, as well as their 
response to requests for evaluation data. The reviewed programs are summarized in Table 1.  
Summary of Programs 
California 
 The California Adolescent Health Collaborative (CAHC) is a coalition of public and 
private individuals and organizations that aims to broadly address adolescent health and well-
being in California. With funding from the California Department of Public Health, the Centers 
for Disease Control (CDC), and the Department for Justice, the CAHC engages in varied 
activities to promote adolescent health (Clayton & Brindis, 2000). The comprehensive website  
(http://www.californiateenhealth.org/) acts as an up-to-date compilation of data and resources 
relating to adolescent health in California, including yearly ‘Progress Reports’ on important 
adolescent health issues (Kirkpatrick, Barr, Goldstein, & Brindis, 2012). Additionally, the 
CAHC puts out quarterly newsletters to update the public on adolescent health research and 
events and to highlight state adolescent health organizations. Other publications include briefs 
which provide an overview of a range of adolescent health topics. The CACH also provides 
regional adolescent health trainings, as well as technical support for adolescent health 
organizations. In addition, a CAHC-sponsored biennial statewide conference on adolescent 
health serves to bring together different stakeholders in adolescent health.  
8 
 
 The CAHC incorporates several approaches to improving adolescent health, namely 
promoting resiliency and supportive environments, targeting particular issues and special 
populations, and focusing on clearly defined outcomes (Clayton & Brindis, 2000). The program 
specifically addresses diverse adolescent populations, providing resources for homeless youth, 
LGBTQI youth, and rural Latino adolescents. The CAHC does not appear to explicitly utilize a 
particular health behavior theory or framework, with the exception of its treatment of adolescent 
sexual and reproductive health, which uses Positive Youth Development (PYD) principles. The 
core PYD principles are expanded upon and put into practice by the CAHC-associated 
Adolescent Sexual Health Working Group, a coalition of public and private key stakeholders in 
adolescent sexual health.  
 The CAHC clearly delineates their goals in their strategic action plan (Clayton & Brindis, 
2000). The CAHC is outcome-focused, and the outlined goals demonstrate this focus: twenty-
seven adolescent health indicators are identified in the plan, developed with insights from the 
Healthy People 2010 set of 21 critical indicators for adolescent health (Healthy People, 2010) 
and the Performance Measures outlined by the Maternal and Child Health Bureau (MCH 
Bureau). These health indicators focus on a wide range of adolescent health issues, including 
resiliency and healthy development (ex. “Increase the proportion of youth who have supportive 
relationships and opportunities at home”), healthy choices (e. “increase the use of safety belts”), 
health services (ex. “Increase the proportion of children with mental health problems who 
receive treatment”), and reduced morbidity and mortality (ex. “Reduce deaths of adolescents and 
young adults”). Although the identified health indicators are broad in scope, they guide the 
CAHC’s choice of targeted health topics. Seven targeted areas of adolescent health were initially 
chosen in 2000, with subsequent revisions and additions; current topics include Injury 
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Prevention, Nutrition and Physical Activity, Alcohol, Tobacco, and Other Drugs, Teen 
Pregnancy and Sexually Transmitted Infections, among others (See Table 1).   
 While the CAHC extends into trainings and a biennial conference, its website functions 
as its public face and a clearinghouse for data and adolescent health resources. The website 
(www.californiateenhealth.org) appears to be mainly geared towards adolescent health providers, 
key stakeholders, and parents of adolescents. Overall the website has a clean, attractive design 
and is user-friendly, with nicely outlined user menus and several brief, clear explanations of the 
purpose for each page. Although there is a wealth of health information that may be useful to 
adolescents with health questions, the website is not focused on answering specific adolescent 
health questions, but rather provides access to research and resources surrounding the focused 
health topics. For each health topic, recent research is available, in addition to relevant resources 
including local and state organizations focused on the health topic, as well as national guidelines, 
reports, and media campaigns which address the issue. A “Youth Voices” section is available for 
each health topic, which provides a media outlet for adolescents voicing their opinions about the 
health issue. “Youth Voices” also connects to youth-led organizations addressing the topic. 
Aside from the information categorized by health topic, the CAHC website provides updated 
information on adolescent health events across the state. 
Another key function of the website is to collect and present adolescent health data. 
Recognizing that the piecemeal collection of data by different adolescent health organizations 
yields datasets that are often incompatible, the CAHC aims to support the collection of a set of 
core data elements across the wide range of adolescent health organizations in the state. The 
CAHC displays comprehensive adolescent health data on the website, organizing the data to 
make it more accessible to the public and policymakers. The California Adolescent Health Data 
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Set displays state-wide and county level health data on a number of health indicators, organized 
by health topic, with the capacity to view charts and trends for different datasets.  
 The website also displays the specific outcomes data for the twenty-seven adolescent 
health indicators identified in the CAHC strategic plan. The main evaluation process for the 
CAHC consists of annual “California Adolescent Health Report Cards,” which display trends for 
each of the chosen health indicators for the years since the CAHC was implemented 
(Kirkpatrick, Barr, Goldstein, & Brindis, 2012). Notably, the outcomes are compared with the 
Healthy People 2020 goals for adolescent health. For each health indicator, trends by year are 
displayed, along with indication of whether the target goal has been met. For example, since 
2002 there has been a decrease in overall mortality of youth: from 15.5 deaths per 100,000 10-14 
year olds in 2002 to 12.2 deaths per 100,000 in 2009; in 15-19 year olds, 56.9 deaths per 100,000 
in 2002, down to 41.3 per 100,000 in 2009. These levels meet the Healthy People 2020 targets of 
15.2 deaths per 100,000 10-14 year olds, and 55.7 deaths per 100,000 15-19 year olds. Other 
encouraging trends include a decrease in the birth rate for girls aged 15-19, less physical fighting 
in schools, fewer motor vehicle accident fatalities, and decreased numbers of overweight and 
obese adolescents. However, many health indicators have worsened or held steady during the 
measurement period, including tobacco and marijuana use, the percentage of youth engaging in 
vigorous physical activity, and the prevalence of chlamydial and HIV infection (Kirkpatrick, 
Barr, Goldstein, & Brindis, 2012).  
 The CAHC has many strengths, including a clear and user-friendly website, community 
outreach through trainings and technical support, inclusion of diverse populations of adolescents, 
and the involvement of youth through the use of adolescent focus groups during the planning 
process and the “Youth Voices” campaign. Perhaps the greatest strength of the CAHC is the 
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focus on outcomes and emphasis on evaluation during the planning process and throughout 
implementation. As laid out in the CAHC strategic plan, “This focus represents a departure from 
previous monitoring approaches that counted the number and types of services delivered and 
assumed that improvements in health status would follow. By contrast, tracking outcomes allows 
us to gauge progress in addressing important health issues, and to identify policies and programs 
that work.” (Clayton & Brindis, 2000, p 17). One limitation of the CAHC, as detailed in their 
Progress Report, is that outcomes data comes from a variety of adolescent health data sources 
across the state, which can vary in completeness and focus over time. A more centralized and 
reliable source of outcomes data would improve evaluation of the CAHC. Overall, however, the 
CAHC is an impressive model of what a state Adolescent Health Resource Center can 
accomplish with a clear vision and plan.  
Minnesota 
 The Minnesota Adolescent Health Program (MAHP), an arm of the Minnesota 
Department of Public Health (DPH), serves as a gateway to different national and state 
adolescent health resources for youth, parents, and health providers (Minnesota Department of 
Public Health, 2002). The MAHP, through the DPH, engages in various activities to promote 
adolescent health in Minnesota. The MAHP promotes and supports DPH programs that affect 
teen health, including the Child & Teen Checkups Program and the School Health Program. The 
MAHP also provides trainings related to these programs, geared towards health providers. 
MAHP publications include a monthly adolescent health e-newsletter, as well as a 2005 report 
on Adolescent Reproductive Health in Minnesota, with an updated databook published in 2012 
(Minnesota Department of Public Health, 2012). Lastly, the MAHP presents a collection of 
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adolescent health resources on its website, categorized by target audience: adolescents, parents 
and health providers.  
 The MAHP’s choice of activities and goals is guided by the Minnesota Adolescent 
Health Action Plan (Minnesota Department of Public Health, 2002), which uses a theory of 
“Healthy Youth Development.” This philosophy focuses on the developmental tasks necessary 
for youth to successfully enter adulthood, characterized in the Action Plan as “Being, Belonging, 
and Becoming,” each step a vital part of healthy adolescent development. The action plan also 
identifies risk and protective factors for adolescent health, as well important spheres of influence 
for adolescents. The action plan includes an examination of the health obstacles currently facing 
Minnesota adolescents, including injury and violence, sexual behavior, mental health and 
suicide, tobacco, alcohol, and other drugs, and nutrition and physical activity. Based on the 
current health issues for Minnesota adolescents, and using the Healthy Youth Development 
philosophy, four strategies are identified to improve adolescent health: decreasing risk factors, 
increasing protective factors, providing opportunities, and building healthy communities.  
 The action plan lays out ten separate recommendations for improving adolescent health, 
using the identified strategies and aimed at the specific health issues facing Minnesota’s 
adolescent population. Recommendations include wide-reaching, long-term goals such as 
“Change society’s view of adolescents to see youth as resources to be nurtured rather than as 
problems to be fixed” and “Develop activities that provide youth with healthy outlets and 
connections to caring adults.” Each recommendation includes a subset of more detailed steps, 
meant to be used as ways to act upon the recommendations. Although the recommendations and 
action steps laid out in the action plan are meant to guide and influence activities by adolescent 
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health programs, including the MAHP, the plan as available on the website does not provide a 
clear discussion of the MAHP’s specific goals or outcome measures.  
 The website for the MAHP (http://www.health.state.mn.us/youth/) serves mainly as an 
access point to other sites in the DPH. In general the website has a design which looks outdated 
and unattractive, and is not very user-friendly. The website does not contain clear explanations of 
the purpose of the website or its pages, and links to many important parts of the program are 
buried within text on other pages. Thus, navigating the website is frustrating and time-
consuming. The website is divided into two main sections; one section focuses on the “Being, 
Belonging, Becoming” Action Plan, with a separate section for the MAHP itself, titled as the 
‘Adolescent Health Gateway.’ The gateway consists mostly of links to other programs and 
resources, with separate sections detailing the DPH programs affecting adolescent health, as well 
as a link to information on the trainings for these programs. The MAHP website homepage is 
organized into different health topics important to adolescents; among them, mental health, 
tobacco and alcohol use, pregnancy prevention, and nutrition. Similarly to the California 
program, diverse populations of adolescents, including youth with special needs and homeless 
youth, are included. Each health topic links to a separate website with resources on that topic, 
typically in a different sub-department of the DPH. Some of the information is specific to 
adolescents; for example, the “Sexuality” link details several national resources on adolescent 
sexuality for both adolescents and parents. However, other topics are not adolescent specific: for 
example, for Mental Health the topic heading on the MAHP homepage links to the overall 
Mental Health webpage run by the Minnesota DPH, which includes an overview of Mental 
Health and Suicide, without specific resources for adolescents. General public health resources, 
categorized by target audience (adolescents, parents, and providers) are also available.  
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 The MAHP does not publically provide a clear indication of its evaluation efforts or 
outcome measures. However, the Minnesota Adolescent Sexual and Reproductive Health 
Databook details some trends in adolescent sexual health over the past several years. Based on 
data from a survey conducted by the Center for Health Statistics, the report outlines indicators 
for adolescent sexual health. A noted key improvement is the proportion of teenagers engaging 
in sexual intercourse, decreasing from 61.2% of 12
th
 graders in 1992 to 49.5% in 2010. However, 
many health indicators have not improved or have worsened, including markers of adolescent 
communication with sexual partners, use of condoms and birth control, and chlamydia infection 
rates. (Minnesota Department of Public Health, 2012) The MAHP website does not provide 
other adolescent health outcome data, or evidence of formal evaluation of the program.  
 The MAHP has strengths, including the use of the Healthy Youth Development theory to 
inform its strategic plan. The action plan is carefully composed, with an emphasis on effective 
strategies to improve adolescent health. Additionally, categorizing resources on the MAHP main 
website by target audience is practical. However, in general, the MAHP’s website is confusing 
and difficult to navigate, with several buried links and a lack of clarity as to the website’s 
purpose, and by extension, the purpose of the program in general. The MAHP also lacks public 
access to formal evaluation, a major weakness for this otherwise strong program.  
Alaska 
 The Alaska Adolescent Health Program (AAHP) operates within the Women’s, Child and 
Family division of the Alaska DPH. The AAHP is guided by the theory of positive youth 
development, and while it promotes all aspects of adolescent health and well-being, there is 
particular emphasis on adolescent sexuality, safe sex, and healthy relationships. The AAHP’s 
many activities include promoting partnerships between community health and public agencies, 
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providing technical support and trainings especially related to healthy youth relationships and 
teen pregnancy, conducting various adolescent health projects in the community, publishing 
reports and public service announcements on adolescent sexual health, and providing access to 
adolescent health resources through its website (dhss.alaska.gov/dph/wcfh/Pages/adolescent/). 
Additionally, the AAHP aims to involve youth in program planning and decision making through 
the Youth Alliance for a Healthier Alaska (YAHA), a group of adolescents aged 14-18. The 
YAHA plans and implements interventions to improve adolescent health in Alaska, and gives a 
youth perspective on materials created for youth by various youth health organizations. 
 The AAHP’s community projects focus on adolescent relationships and sexuality. For 
example, one project aims to create and promote a tool for healthcare providers to screen 
teenagers for unhealthy relationships, while a related project involves a media campaign, 
including TV and radio spots, that discusses the warning signs of an unhealthy adolescent 
relationship. A similar media campaign discusses teen pregnancy prevention. Teen pregnancy 
prevention is also targeted through "Youth Development as a Teen Pregnancy Prevention 
Strategy" projects. General adolescent health projects include workshops on youth health for 
parents and teachers, community needs assessments, and maintenance of an adolescent health 
listserv for any stakeholders in adolescent health.  
The theory of Positive Youth Development (PYD) is a major influence on the AAHP’s goals 
and activities. The AAHP’s mission, as stated on its homepage, is to “promote positive youth 
development and prevent or reduce negative health outcomes.” With the guidance of PYD 
values, the main goals of the AAHP are: avoiding early initiation of sexual activity and teen 
pregnancy, promoting healthy relationships, eliminating unequal and unhealthy relationships, 
promoting overall adolescent health and wellbeing, and encouraging family, school, and 
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community involvement in the lives of youth. Although the website does not detail specific 
action steps for achieving these broad goals, a review of the annual work plan reveals some of 
the more specific goals supporting these broad objectives (Mollie Rosier, AAHP Adolescent 
Health Program Manager, personal communication, February 8, 2013). For example, for 2013, 
the AAHP aims to reduce unplanned pregnancy, HIV and STD infection among high-risk youth 
through the Alaska Promoting Health Among Teens-Comprehensive Abstinence & Safer Sex 
Intervention.  
Planned outcome measures include participants’ level of knowledge about safe sex practices, 
intentions to use condoms consistently, level of negotiation skills, and level of correct and 
consistent condom use. Evaluation of the intervention will consist of comparing these outcome 
measures, as measured by quarterly surveys, between 288 participants and 288 controls, with the 
goal of publishing the results in a peer-reviewed paper, and revising plans for further 
implementation. Other evaluation efforts employed by the AAHP include fidelity monitoring for 
grants provided by the federal Family Youth Services Bureau, and process evaluations for other 
public health campaigns. The AAHP does not currently have available outcomes data for the 
program as a whole (Mollie Rosier, AAHP Adolescent Health Program Manager, personal 
communication, February 8, 2013).  
The AAHP website mainly serves to describe the program and its background in PYD, with 
access to a few youth health resources. The website contains a list of current and future projects, 
as well as access to materials from the media campaigns promoting healthy relationships and 
preventing teen pregnancy. A list of resources focuses on national websites promoting healthy 
youth development and healthy relationships, as well as national hotlines for teen dating abuse 
and domestic violence. Also included are links to datasets on youth health, including the Alaska 
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results from the Youth Risk Behavior Surveillance System conducted by the CDC. There is no 
specific health information organized by health topic. The website’s design is not very attractive 
or current, and the purpose of the website, other than describing the AAHP, is unclear, as is the 
target audience for the website. The website does not contain a wealth of information (perhaps 
because the program itself is not very robust) but in general is easy to navigate and use.  
The AAHP has many strengths, including the use of the PYD theory to guide its actions and 
vision. Youth involvement in the AAHP is particularly strong, as the Youth Alliance for a 
Healthier Alaska serves as a consistent adolescent perspective for the AAHP and for other youth 
health programs across the state. Lacking in the AAHP is recognition of diverse populations of 
adolescents, including differences of race, ethnicity, or sexual orientation. Continuing 
communication with stakeholders through a listserv aids collaboration and community 
involvement, although adding a public newsletter component may allow for a more public record 
of the AAHP’s activities and accomplishments. Similarly, while plans for evaluation of AAHP 
interventions are admirable, there is room for improvement in public detailing of evaluation 
efforts for the AAHP as a whole. A discussion of the plans for evaluation on the website, as well 
as access to future evaluation findings, would be optimal.  
Iowa 
 The Iowa Collaboration for Youth Development (ICYD) (http://www.icyd.iowa.gov/) 
was first formed as a non-statutory program in 1999, and acts to implement youth health 
initiatives and coordinate youth health efforts on a state level. In 2009, legislative action 
established the ICYD in the Iowa code. The ICYD in its current formation is comprised of a 
coalition of 10 different agencies within the Iowa state department, all of which address youth 
health and development, defining youth as ages 6-21. Members from these agencies sit on the 
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board of the ICYD, and help coordinate youth development projects and policy with the vision 
for “All Iowa Youth to be Safe, Healthy, Successful and Prepared for Adulthood” (ICYD, 2007). 
The ICYD engages in a wide variety of activities to promote adolescent health. Several ICYD 
initiatives address specific youth health issues on the state level; for example, the Learning 
Supports Initiative focuses on six key barriers to youth educational success and provides support 
to help Iowa youth overcome these barriers. The State of Promise Americorps Initiative places 
and supports 12 Americorps members to assist in local positive youth development planning. 
The Iowa Afterschool Alliance, born out of the ICYD, supports meaningful afterschool and out-
of-school experiences for youth across the state (http://www.icyd.iowa.gov/). 
 The ICYD provides many other services in its effort to promote youth health in the state. 
The website provides several tools developed by the ICYD, which aim to assist youth 
organizations and agencies with training in positive youth development, youth involvement, and 
coalition building. The website also hosts a collection of resources, categorized by target 
audience. Resources for adolescents include a list of current leadership opportunities for Iowan 
youth, resources on career choice and career resources, and youth rights and responsibilities 
under Iowan law. A list of general youth resources, mostly national websites and organizations, 
is organized by topic, including education and employment, mental health and substance abuse, 
and youth leadership, among others. The ICYD also uses its website to disseminate the youth 
health data collected by the ICYD. The ICYD uses this data to assess progress on their stated 
goals and objectives. County-wide health statistics are available, along with state-wide data 
briefs on each ‘Result Area’ chosen for evaluation in the strategic plan. Youth involvement is the 
focus of the ICYD-supported State of Iowa Youth Advisory Council, a group of twenty-one 14-
20 year olds who meet quarterly to discuss and advise legislation that affects youth health. 
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 The ICYD, like many of the other state adolescent health programs discussed in this 
review, uses the theory of Youth Development to inform its activities and goals, regarding youth 
as an asset rather than a problem to be fixed. This is evident in their stated “holistic, positive 
approach to supporting and engaging all youth in healthy and positive development,” 
(http://www.icyd.iowa.gov/) as opposed to a more fragmented, health-problem based approach. 
This philosophy translates into the main areas of focus for the ICYD: Academic and Workforce 
Preparation, Prevention (including violence, substance abuse, pregnancy, and delinquency), 
Intervention and Treatment (including juvenile justice, public health and social services), and 
Participation and Involvement (including leadership and citizenship).  
As outlined in the strategic plan, the ICYD aims for all youth to be safe, healthy, 
successful, and prepared for adulthood. To achieve these broad goals, four strategies are utilized: 
aligning policies and effort of the state government, giving youth a voice in decisions that affect 
them, building capacity of youth-serving systems, and increasing demand for better supports and 
opportunities for youth. More specific action steps for each strategy are detailed in the action 
plan (ICYD, 2007). The ICYD is also result-driven: for each of the four goals (safe, healthy, 
successful and prepared youth), data from ICYD-run Iowa Youth Survey and other sources 
provides the opportunity to analyze trends and evaluate efforts in each area. For example, for the 
‘healthy’ goal, the tobacco and alcohol use rates are assessed, along with other measures. These 
data are presented in data briefs available on the ICYD website. Important outcomes thus far, as 
based on the Iowa Youth Survey, include an increase in the proportion of youth reporting 
positive answers to ‘family support’ surveys; a slight decrease in the teen pregnancy rate; a 
steady rate of ‘idle’ youth, who are not working or in school; and a decrease in levels of 
violent/aggressive behavior (http://www.icyd.iowa.gov/YD_data/data_briefs.html).  
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The ICYD website is a clear and detailed resource providing access to a large collection 
of resources for youth development. The aims of the ICYD are clearly stated, with detailed 
descriptions of the program’s background, philosophy and action plan. The evaluation efforts are 
clearly described, and the Iowa Youth Survey tools are made available. Overall the website is not 
attractive, but clear and easy to use. The ICYD overall is a strong program, particularly with 
respect to its results-driven plan and evaluation efforts, along with its support of youth 
involvement. The list of resources, characterized by target audience, is well-organized and 
comprehensive, although diverse populations of adolescents are not specifically addressed. The 
Youth Development Philosophy is a great strength of the program, as it informs the ICYD’s 
focus and marries together the many activities of the ICYD. The structure of the ICYD, 
including members from many different state agencies involved in youth health, is another strong 
characteristic. Opportunities for growth include an updated website design, description and 
justification of targets for outcomes measures, and the addition of a formal communication with 
stakeholders, such as a newsletter or listserv. In general, the ICYD is an impressive model for 
state adolescent health programs. 
Discussion 
 This review of four well-developed state adolescent health programs yields several 
important lessons for the planning of the NC AHRC. The programs share many elements, and 
emulating some of these elements will be important for the NC AHRC’s success. Perhaps the 
most important element for success is a focus on results and plan for evaluation, with a public 
accounting of outcomes that are based on a standard measuring stick, such as the Healthy People 
2020 objectives. California in particular excels in this area, and Iowa’s program is similarly 
outcome-focused. Including evaluation, with clear goals along with a timeline and strategy for 
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measuring those goals, will be vital to the plan for the NC AHRC. Publications surrounding the 
NC AHRC should also clearly state that evaluation and outcomes are a key part of the program.  
 Another common, important element to these programs is the use of the theory of 
Positive Youth Development, although programs used this theory to different extents and in 
different forms. Regardless, approaching adolescents as assets to society and supporting healthy 
youth development is an important philosophy, and these ideas should guide the objectives and 
activities of the NC AHRC. In keeping with this philosophy, continued youth involvement 
throughout planning, implementation, and evaluation is key. This may include youth focus 
groups during the planning process, the use of ‘Youth Voices’ media materials as seen in  the 
CAHC, and the formation of an advisory group of adolescents to use as a resource for youth 
perspective on programs, policies, and initiatives. The AAHP and ICYD both use the latter 
strategy, to their credit. Lastly, given that the website for the program will serve as the public 
face and main access to program data, initiatives, and resources, a user-friendly and attractive 
website design, as exemplified by the CAHC, is desired. The planning process should include a 
clear plan for the website’s purpose and target audience. Categorizing lists of resources by target 
audience, as done by the MAHP and ICYD, would make the site more useful for adolescents, 
parents, providers, and other stakeholders.  
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Program Plan 
Overview 
The formation of an Adolescent Health Resource Center for North Carolina (NC AHRC) 
addresses many of the population health priorities set on state and national levels. The goals for 
the NC AHRC are based on the state-level objectives for adolescent health as outlined by the NC 
Institute of Medicine (NC IOM) Task Force on Adolescent Health, as the Task Force made the 
initial recommendation to create the NC AHRC (North Carolina Institute of Medicine, 2009). 
North Carolina adolescents, comprising 16% of the overall NC population in 2008, face several 
health issues especially relating to behavioral choices; for example, in 2011, 26% of adolescents 
aged 11-17 reported less than one hour per day of physical activity, 39% reported eating fast 
food three or more times per week, and 25% reported drinking sugar-sweetened beverages three 
or more times per day (North Carolina State Center for Health Statistics, 2011). While several 
initiatives aiming to address such issues and improve adolescent health exist across NC, there is 
no central group that serves to coordinate those efforts. Specifically, the NC IOM Task Force 
report prioritizes supporting and coordinating adolescent health initiatives, expanding the use of 
evidence-based practices to promote adolescent health, and providing information and resources 
on adolescent health to adolescents, their parents, and their health providers (North Carolina 
Institute of Medicine, 2009). The formation of the AHRC specifically aims to address these 
state-level objectives. 
Nationally, Healthy People 2020 sets adolescent health as an overarching topic, with 
several other topics including cross-cutting objectives relating to adolescent health (US Dept of 
Health and Human Services, 2012). The NC AHRC, in its role as coordinator for improving 
adolescent health across the state of NC, would aim to broadly address several of the goals for 
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adolescent health as outlined by Healthy People 2020, and many of the evidence-based practices 
that will be coordinated by the AHRC are in direct support of goals outlined by Healthy People 
2020. For example, a broad goal for adolescent health is outlined by MICH-4.1 and MICH-4.2, 
which aim to reduce deaths by 10% from 2007 levels among adolescents aged 10-14 and 15-19 
respectively (US Dept of Health and Human Services, 2012). Many other Healthy People 2020 
objectives specifically address adolescent health measures; for example, a leading health 
initiative, NWS-10.4, which aims to reduce the proportion of children and adolescents aged 2-19 
who are considered obese from 16.1% to 14.5%, as well as NWS-11.3, which aims to prevent 
inappropriate weight gain in adolescents aged 12-19. Several objectives relating to sexually 
transmitted diseases (STDs) specifically address adolescent health, as do many family planning 
objectives relating to adolescent pregnancy and use of condoms among adolescents. Several 
goals also aim to reduce tobacco use and substance abuse among adolescents (US Dept of Health 
and Human Services, 2012).  
Similarly, the North Carolina Division of Public Health lays out several health goals for 
NC citizens by 2020, including many specific to adolescents (North Carolina Division of Public 
Health, 2013). Particular goals include decreasing the number of high school students reporting 
tobacco and alcohol use, improving obesity rates for adolescents, and increasing the high school 
graduation rate (North Carolina Division of Public Health, 2013). By coordinating evidence-
based initiatives across NC, the goals of the AHRC align closely with the national and state 
health goals. 
Program Context 
The NC AHRC will face several challenges during project development and 
implementation, given the complexity of creating a program that serves the health needs of 
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adolescents all across the state of North Carolina. A few challenges will likely arise from the 
political context of a program addressing adolescent health, as some components of adolescent 
health are politically controversial. For example, addressing sexual health in adolescents, 
including sexually transmitted infections and family planning issues, is a national goal as 
outlined by the Healthy People 2020 objectives (US Dept of Health and Human Services, 2012). 
However North Carolina sexual education for minors is a highly contentious issue, with much 
debate over recent reforms (Mann, 2010).  Likewise, having sincere dialogue with adolescents 
about drug, tobacco and alcohol use may be sensitive politically. While these issues are common 
to many adolescent health projects, because the AHRC is a state-endorsed endeavor, the political 
challenges of the project may be heightened. 
 The broad scope of the project, and especially the broad target audience, also presents a 
myriad of potential challenges.  Many of these challenges stem from the diversity of the target 
audience, as different segments of the adolescent population may have very different health 
needs, different desires for health information, and varying abilities to access and use such 
resources as the AHRC will offer. Given that people in lower socioeconomic classes generally 
have poorer health (Issel, 2008), the plans for the center will also need to account for the greater 
health needs of the economically disadvantaged. Socioeconomic differences also result in 
differing levels of access, and because the AHRC will mostly be an online presence, it will be 
more difficult to reach adolescents who lack internet access. Besides socioeconomic differences, 
adolescents in North Carolina vary greatly in terms of ethnicity, nationality, and culture. The 
AHRC will need to aim to deliver health care resources in a manner that is sensitive to these 
differences. For example, because the AHRC will produce robust written resources on its 
website, consideration of language will be vital to reaching diverse populations. Translating will 
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present the challenge of communicating content to non-English speakers in a culturally 
equivalent way that conveys the original meaning of the resource. It is likely that issues of 
cultural conflict, including racism, oppression, and disempowerment will affect the ability of 
cultural and racial minorities to receive this program, possibly diminishing the effectiveness of 
the program in these populations. 
 The plan for the AHRC should address the challenges brought by the diversity of the 
target population. A cultural competency evaluation of the project starting in the planning stages 
would be a good first step. Additionally, involvement of community members in the planning 
stages of the project is imperative; thus, the planning process will involve focus groups of 
diverse North Carolina adolescents to determine their needs and desires for the AHRC, as well as 
involvement of a coalition of key stakeholders. Involving stakeholders brings its own set of 
challenges, and it will be important to lay out a defined goal with a specific task, and to build 
credibility and trust with the stakeholders (Issel, 2008). Another key step will be to build 
diversity among the project planners and stakeholders, especially important given that health 
professionals typically are not as diverse as the general population (Issel, 2008). According to 
Issel, “The more comprehensive the health program and the greater the cultural diversity of the 
target population, the greater the need to have parallel diversity among those planning, 
providing, and receiving the program” (Issel, 2008). By considering the potential challenges and 
solutions early in the planning process, the AHRC will have a better chance of achieving its 
goals.  
Program Theory 
In the planning process for the AHRC, different theories of health promotion and health 
behavior will inform the goals and activities for the program. While many different theories 
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could serve as viable frameworks for the AHRC’s activities, because the program is aimed at 
adolescents on a community level, the Theory of Positive Youth Development (PYD), Theory of 
Planned Behavior (TPB) and the Diffusion of Innovation Theory (DoI) best frame the activities 
of the AHRC.  
The Theory of Positive Youth Development (PYD) puts forward the idea that efforts to 
improve the health of young people, including adolescents, should focus on youth’s assets 
instead of their deficits. Instead of treating youth from the perspective of their risks, negative 
behaviors, and poor health outcomes, one should consider youth’s capacities, strengths, and 
developmental needs (ACT for Youth, 2003). A program using a PYD philosophy will not try to 
‘fix’ adolescents, but instead will try to support adolescents’ exposure to positive relationships 
and activities, and to build adolescents’ capacity to develop into healthy adults. PYD also 
involves giving youth a voice in decisions that affect them, and engages the whole community to 
support healthy youth development. Youth are viewed as being vital to their communities, and 
supporting the people around them as much as they are supported.  (ACT for Youth, 2003). 
Many adolescent health programs, particularly those dealing with reproductive and sexual health, 
use a PYD philosophy (Gavin, Catalano, & Markham, 2010). The PYD theory will likely be the 
most important influence on the overall goals and activities of the NC AHRC, and many similar 
programs across the nation use PYD as a guiding theory. In planning the focus for the NC 
AHRC, it will be important to remember PYD concepts, including a focus on youth development 
and increasing youth exposure to positive experiences, instead of just focusing on the health 
problems facing adolescents.  
 The Theory of Planned Behavior (TPB) focuses on the behavioral intentions of the target 
audience as the key to changing behavior. TPB posits that behavioral intentions are shaped by 
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the individual’s attitude towards the behavior, as well as the subjective norms surrounding that 
behavior; i.e., how the individual believes people around them view the behavior. The concept of 
perceived behavioral control, the individual’s belief in his/her own agency regarding the 
behavior, also influences behavioral intention in this model (National Cancer Institute, 2005). 
This theory is especially suitable to the specific target population of this project, adolescents. 
Many important health issues for adolescents (sexual health, substance use, motor vehicle 
accidents) are driven by behavior. Social norms are diverse across groups of adolescents, and 
have great influence over their behavioral choices. Perhaps due to the particular importance of 
social norms among adolescents, TPB  has been previously used as a model for adolescent health 
projects; for example, as a framework for predicting drug abuse behavior in adolescents, with 
particular emphasis on the importance of social norms (Bashirian S, Hidarnia A, Allahverdipour 
H, Hajizadeh E., 2012). As an online resource for health information, the project will work to 
frame health information in a way cognizant of the influence of adolescent social norms, for 
example, using media channels and wording fitting with teenage norms. In addition, as a 
clearinghouse for statewide adolescent health initiatives, the AHRC will attempt to highlight 
adolescent health initiatives that recognize the importance of adolescent social norms.  
The Diffusion of Innovation (DoI) theory operates on a community level, and focuses on 
how new ideas or practices spread through a group of people. The range of that spread, and how 
quickly it occurs, is influenced by the different characteristics of the innovation: relative 
advantage, compatibility, complexity, trialability, and observability. The theory also categorizes 
the target audience into adopter categories based on how quickly they adopt the new practice 
(National Cancer Institute, 2005). For this project, the innovation is the use of the AHRC for 
obtaining health information and resources. The program’s success will hinge on having a large 
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group of people (adolescents, their parents, and their health providers) quickly adopt the AHRC 
as a source of health information. Identifying and improving different characteristics of the 
AHRC as detailed by the DoI theory will be important to the speed and spread of that adoption; 
for example, the relative advantage of the AHRC over currently available adolescent health 
resources. Program planners will also consider the compatibility of the AHRC with current 
practices by adolescents, their parents, and their health providers. Additionally, as “effective 
diffusion requires practitioners to use both informal and formal communications channels and a 
spectrum of strategies for different settings” (National Cancer Institute, 2005), the AHRC will 
need to target a number of diverse media channels, including social media, to effectively diffuse 
the innovation throughout the target audience. This may require formal channels, such as notices 
in provider-targeted media such as physician magazines or journals, as well an informal channels 
to reach adolescents, such as Twitter or word-of-mouth spread.  
Goals and Objectives 
The overall goal of the NC AHRC is to support adolescent health in the state of North 
Carolina (North Carolina Institute of Medicine, 2009), guided by the targets for adolescent health 
outlined by the CDC’s Healthy People 2020 goals (US Dept of Health and Human Services, 
2012). To accomplish this goal, the NC AHRC planning team will focus on coordinating 
adolescent health initiatives across the state, providing resources on adolescent health to 
adolescents, their parents, and their health providers, and expanding utilization of evidence-based 
practices, programs, and policies for adolescent health (North Carolina Institute of Medicine, 
2009). The activities of the NC AHRC will be designed to meet the following long and short 
term objectives.  A logic model for the program is provided in Appendix B.  
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Short-term: 1-2 years 
1. By July 2013, the NC AHRC planning team will have established contact with 50, and 
met with 10, key stakeholders in adolescent health organizations and initiatives around 
the state to discuss the NC AHRC and its role in adolescent health.  
Activities: By April 2013, the NC Adolescent Health Coordinator and the graduate 
student assistants will have compiled a list of all adolescent health initiatives and 
programs, public and private, across the state. By May 2013, the planning team will have 
established contact through email with a representative of at least 50 of these programs to 
set up meetings.  By July 2013, the planning team will have met with representatives of at 
least 10 of these organizations and discussed the ways in which the NC AHRC can 
support these programs.  
2. By July 2013, the NC AHRC planning team will have completed at least 100 surveys of 
key informants and 4 adolescent focus groups, focusing on community ideas and desires 
for the NC AHRC.  
Activities: By April 2013, the graduate student team will have developed a key informant 
survey and a focus group discussion guide.  By April 2013, the planning team will have 
identified 100 key informants, including health providers and other key stakeholders. By 
May 2013, the planning team will have identified and recruited 4 groups of 6-8 
adolescents representative of the state adolescent population, as well as a moderator for 
the focus groups. By July 2013, the key informant surveys and focus groups will be 
completed and the results analyzed.  
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3. By January 2014, The NC AHRC will have a functioning website, including lists of 
resources on chosen adolescent health topics targeted towards adolescents, parents of 
adolescents, and adolescent health providers.  
Activities: By August 2013, possible website designers will be assembled and evaluated, 
and by September 2013, a designer for the website will be chosen. By September 2013, 
the planning team will have chosen a focused list of health topics and identified desired 
resources based on focus groups, key informant interviews, and the recommendations of 
the NC Adolescent Health Task Force (North Carolina Institute of Medicine, 2009). By 
November 2013, the planning team will assemble a list of resources (including evidence-
based state programs and initiatives) for each health topic, categorized by target audience, 
to be updated quarterly by the Adolescent Health Coordinator. In October-December 
2013, the planning team will work with the website designer on the layout and technical 
aspects of the website.   
Long term:  
1. By January 2016, the NC AHRC will give direct support to at least 20 NC adolescent 
health organizations, initiatives, and programs.  
Activities:  Support will include developing and administering trainings for NC 
adolescent health organizations on a minimum of 2 topics, including Youth 
Development.  Support will also include assessing technical support needs and 
providing needed technical support to at least 15 adolescent health organizations, 
initiatives, and programs in the state who need that support. Additionally, the NC 
AHRC will provide access to 20 NC adolescent health organizations, initiatives, and 
programs through the NC AHRC website.  
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2. By January 2016, the NC AHRC will continue community involvement through 
release of a quarterly newsletter and a Youth Advisory Board.  
Activities: By the third year of program implementation, the NC AHRC will release a 
quarterly newsletter giving updates on the program’s activities, along with highlights 
of evidence-based programs and policies around the state. One newsletter annually 
will report on the progress towards stated goals, including alignment with Healthy 
People 2020 targets (US Dept of Health and Human Services, 2012). By July 2014, 
the Adolescent Health Coordinator will oversee the formation of a Youth Advisory 
Board, a collection of NC adolescents to review and give feedback to organizations 
on health materials aimed at adolescents.  
3. By January 2016, The NC AHRC will maintain a website with updated resources and 
public disclosures of outcomes data, with a target of at least 1000 distinct viewers per 
month.  
Activities: Starting in January 2014, the state adolescent health coordinator will 
oversee quarterly updates of resources on the webpage. By July 2014, the NC AHRC 
will develop a media campaign promoting the NC AHRC website to adolescents, 
parents, and providers, including a Twitter handle and advertisements in magazines 
aimed at parents of adolescents and providers. By July 2014, the NC AHRC will have 
administered a survey of visitors to the website asking for website suggestions and 
feedback. By September 2014, the NC AHRC will have analyzed the feedback and 
revised the website accordingly.  
4. By January 2016, the NC AHRC will bring together and display on the website 
outcomes data for the 11 Adolescent Health Objectives (as well as the cross-cutting 
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objectives aimed at adolescents in Family Planning, Maternal & Child Health, 
Nutrition & Weight Status, Sexually Transmitted Diseases, Substance Abuse, and 
Tobacco Use) as outlined by the CDC’s Healthy People 2020 (US Dept of Health and 
Human Services, 2012). The NC AHRC will also compare the outcomes data with the 
NC Healthy People 2020 objectives, particularly the 5 objectives specifically aimed at 
youth (North Carolina Department of Public Health ).  
Activities: The NC AHRC will identify sources of data on NC adolescent health 
outcomes, and by January 2014 will have made contact with a representative of at 
least 5 of these sources. The NC AHRC will work with these data sources to evaluate 
whether their outcomes measures are aligned with the Healthy People 2020 targets, 
and will encourage further alignment where needed. By January 2016 the NC AHRC 
will assemble a database of this data organized by the objectives laid out by Healthy 
People 2020, as well as data briefs outlining trends for each objective. The database 
and data brief will be published on the NC AHRC website.  
Implementation 
This program is an initiative within the North Carolina Department of Health and Human 
Services, in collaboration with the North Carolina Institute of Public Health and the UNC 
Gillings School of Global Public Health. Key program staff will include personnel within the 
Children & Youth Branch of the NC Division of Public Health, including the State Family 
Health Coordinator and the School Health Unit Manager, as well as Health Educators hired by 
the department. The overall goal is to support adolescent health in the state of North Carolina 
(North Carolina Institute of Medicine, 2009), guided by the targets for adolescent health outlined 
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by the CDC’s Healthy People 2020 goals (US Dept of Health and Human Services, 2012) and 
North Carolina Healthy People 2020 goals (NC Dept of Health & Human Services, 2011). The 
target population for the NC AHRC is the entire adolescent population of North Carolina. 
Program implementation will focus on three broad areas of activity: encouraging community and 
stakeholder involvement in the center, promoting best practices for adolescent health programs 
and initiatives, and providing access to adolescent health information, resources, and state 
adolescent health outcomes. A detailed timeline of these activities is provided in Appendix C. 
The involvement of the community and key stakeholders in the NC AHRC will be vital 
to the program’s success. The program will undertake a number of activities to encourage 
involvement of a broad range of community members, including adolescents in NC, their parents 
and health providers, as well as representatives of North Carolina organizations and programs 
targeting adolescent health. Initial activities will include making contact with representatives of 
at least 50 NC adolescent health organizations, and meeting with at least 10 of these 
representatives, by July 2013. The purpose of these meetings will be to assess what type of 
support the organizations would like to see from the AHRC, and to get their input on the 
AHRC’s focused health topics and general activities. To get similar input from other community 
members, by July 2013 program staff will conduct surveys with at least 100 key informants 
(including adolescent health providers and parents of adolescents), as well as at least 4 focus 
groups with North Carolina adolescents. More long-term activities to support community 
involvement will include the formation and management of a Youth Advisory Board, a group of 
adolescents tasked with reviewing and critiquing materials which are produced by NC 
organizations and aimed at adolescents. Given the cultural diversity of NC adolescents, all of the 
community involvement activities will aim to be culturally sensitive and representative.  
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The NC AHRC will also serve to promote best practices in adolescent health throughout 
North Carolina. To achieve this goal, the NC AHRC will develop and provide trainings for NC 
adolescent health organizations and initiatives on a variety of topics, including Youth 
Development. Selection of other training topics will be guided by meetings with key 
stakeholders including representatives of the organizations and initiatives. The NC AHRC will 
also provide technical support for adolescent health organizations, and promote those 
organizations using best practices through the NC AHRC website.  
A large part of the NC AHRC’s long-term activities will serve to promote awareness of 
adolescence as an important period for improving life-long health outcomes, and to provide a 
source of adolescent health resources and information, including outcomes data measured against 
state and national targets, to NC adolescents, parents, and health providers. To that end, by 
January 2014, the NC AHRC will create a functioning website, providing access to health 
information and resources organized by health topic and target audience. Resources will include 
information on local and state adolescent health organizations and initiatives using best practices 
for adolescent health. Longer-term activities will include quarterly updates to the website’s 
information as well as promotion of the website resource through a media campaign. By January 
2016, a portion of the website will display organized data on NC adolescent health outcomes, 
measured against national and state targets (US Dept of Health and Human Services, 2012; NC 
Dept of Health and Human Services, 2011). The NC AHRC will work to coordinate collection of 
data pertinent to the targeted outcomes across the state, and will organize the available data for 
display on the NC AHRC website.  
To accomplish these activities, the NC AHRC will require substantial personnel and 
financial resources. Funding will mainly be supplied by Title V block grants. Budgetary needs 
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will include staff salary, fringe benefits, and professional development costs; costs of developing 
and maintaining the website; costs of conducting surveys and focus groups; costs of developing 
and conducting trainings, among other costs. A detailed budget is included in Appendix D. 
Evaluation Plan 
Rationale for Evaluation 
 
 A vital part of the planning process for the NC AHRC is careful planning for thorough 
evaluation. Evaluation will aim to facilitate improvements to the program, to present results for 
accountability purposes, and to generate knowledge that can be transferred between programs 
and inform future efforts. Because the NC AHRC is a state-level program, with financial backing 
from the NC Division of Public Health, evaluation is necessary for accountability’s sake; the 
program’s overall effect on the health of North Carolina citizens must be evaluated to justify 
continued support of the program with state tax dollars. Additionally, evaluation efforts could 
form a cohesive picture of lessons learned and best practices, which would be important for 
future similar projects, as well as for the numerous adolescent health programs around the 
country. Lastly, given that the NC AHRC is in the early planning stages, with somewhat fluid 
goals and many diverse stakeholders, evaluation (including substantial feedback from those 
stakeholders) will be an essential tool for continuous improvement.  
 Proper evaluation for the NC AHRC will likely necessitate both internal and external 
evaluators. Given the importance of frequent participatory evaluation aimed at program 
development, an internal evaluator who is close to the project would be ideal. This evaluator, 
likely a member of the program staff with in depth knowledge of the program and regular contact 
with stakeholders, will have the skills and knowledge needed to complete longitudinal evaluation 
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of key components of the program. This evaluator will be vital to program improvements. 
However, the assistance of an external evaluator will also likely be necessary given the need to 
justify the program to the key funders (i.e., the NC state government). An external evaluator with 
extensive experience in state-level programs would be ideal. Evaluation will also require some 
specific skills which may require the assistance of ‘consultant’ external evaluators; for example, 
the web-based skills needed to evaluate the program’s website, as well as the skills needed to 
conduct interviews with several diverse groups, including adolescents of diverse cultural 
backgrounds. All of the evaluators will need the skills detailed in the American Evaluation 
Association Guiding Principles for Evaluators (Shadfish 1995), including flexibility, integrity, 
the ability to evaluate systematically, and the ability to respect the dignity of all stakeholders and 
staff. Given the large number of diverse stakeholders, including all North Carolina adolescents, 
evaluators will especially need the ability to take into account many diverse interests and values.  
 As mentioned previously, the NC AHRC will be beholden to a large and diverse group of 
stakeholders. Chief among those stakeholders are the target audience for the program: all North 
Carolina adolescents. Tied closely to those adolescents are their parents and health care 
providers, who will have a stake in the NC AHRC. The various members of adolescent health 
organizations, programs and initiatives in North Carolina make up another important group of 
stakeholders, along with the funders of the program, namely the state and possibly federal 
government. It is important that we also recognize that program staff and evaluators are also 
stakeholders in this project, with their own values and vision for the program.  
Given the large number of diverse stakeholders, there will be many key issues that may 
be important to those stakeholders. For example, all stakeholders, but particularly state 
government officials and policy makers, will be interested to know how and to what extent the 
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program is improving the health of NC adolescents. Other key questions may involve the reach 
of the program (i.e., the portion of NC adolescents affected), how the program benefits 
adolescent health organizations and improves their effectiveness, and whether the program is 
sensitive and appropriate with regards to cultural, geographical, and socioeconomic differences 
between different groups of stakeholders. Close involvement of stakeholders in the evaluation 
process will be key, and this involvement will likely include several methods including 
interviews, online surveys, and focus groups or workforce meetings.  
 The evaluation process for the NC AHRC will likely encounter many significant 
challenges. The broad goals of the program, along with the large, diverse group of stakeholders, 
will present a formidable challenge. The many different stakeholders will likely have different 
goals for the program, and different ideas of what would make the program ‘successful;’ a 
comprehensive evaluation will need to incorporate these different goals into the evaluation 
process, giving appropriate weight to different stakeholders’ opinions, particularly those 
stakeholders with traditionally less power and voice. This may include adolescents, women, and 
certain cultural groups. Another challenge will be determining the role that long-term health 
outcomes for NC adolescents should play in evaluation efforts. While these outcomes are 
obviously important to a program aimed at improving adolescent health, tying such results to the 
program’s efforts would be difficult, and evaluation may instead focus on measures such as the 
program’s reach, including utilization of the program website, and stakeholder satisfaction.  
 The fact that this is a state-level, state-funded program will present its own set of 
challenges. Because the target audience is all NC adolescents, establishing a ‘control group’ for 
comparison will be difficult, and evaluators will need to think creatively to form a systematic 
evaluation design. Additionally, the program will be subject to the political pressures and 
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decisions of the NC state government, which could influence both activities and funding. For 
example, state budget cuts may lead to less funding than anticipated, and planned evaluation 
efforts may have to be modified or cut based on financial or political pressures. These challenges 
will necessitate that evaluators be flexible and creative throughout the evaluation process.  
Study Design 
Given that the NC AHRC is a population-based program, with the population of NC 
adolescents as the target audience, evaluators must especially bring in themes from epidemiology 
and sociology while formulating the evaluation plan (Issel, 2009). The population-based aspect 
of the program will also guide the study design, which will be mainly observational and quasi-
experimental.  Given that the NC AHRC is a population level intervention, without a true 
comparison group, a one group time series could be appropriate for some health outcomes (while 
adolescent populations from other states are a consideration, this comparison may not be as 
valuable as evaluating trends in the target population of NC adolescents). However, the main 
issue with using a quasi-experimental design to evaluate long-term adolescent health outcomes 
(such as adolescent mortality in NC) is the challenge of establishing causality. The large scope of 
the program and the target audience, coupled with the difficulty of determining which 
individuals of the target population are exposed to the program, make establishing causality a 
distinct challenge. Thus, evaluation will instead use quasi-experimental design for other 
components of the program; for example, a one-group time series design, in the form of a pre-
test and post-test of knowledge on the subjects taught in adolescent health trainings provided by 
program staff.  
Observational data will make up the bulk of the evaluation, and this design is appropriate 
for several reasons. A main goal of the evaluation is to analyze and improve the program’s 
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processes and to assess whether planned outputs came to fruition; observational data will best 
serve to achieve those goals, by reporting on what happened during several steps of the 
program’s implementation, as well as participant’s thoughts about the process, challenges, and 
strategies for improvement. Additionally, use of observational data better fits the limited 
evaluation resources available.  
Evaluation Plan Methods: 
The evaluation plan will use both quantitative and qualitative methods to evaluate the NC 
AHRC. Qualitative methods will include open-ended surveys, individual open-ended interviews, 
and review of program documentation. Quantitative methods will include pre- and post-tests to 
analyze competency of participants in adolescent health trainings conducted by the NC AHRC, 
as well as counts of program webpage traffic.  
Open-ended interviews with various stakeholders, including program staff, website 
design team members, Youth Advisory Board members, and representatives of adolescent health 
organizations, will make up the backbone of evaluation data. These interviews will focus on 
different program activities and processes, probing the interviewees on their assessment of the 
activities, challenges to the activities’ success, and suggestions for future improvement. Open-
ended surveys will serve to answer similar questions, and will be used particularly when the 
input of a large number of stakeholders is desired. Review of program documentation will 
supplement the interviews and surveys, for example, to assess whether certain milestones were 
met by the planned date.  
Quantitative methods will serve a more minor but still important role in the evaluation 
process. Assessment of trainings for adolescent health organizations will be completed by 
analysis of the attendees’ performance on pre and post-tests. Given the central importance of the 
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program’s online presence, measures of webpage traffic will assess the program’s reach. 
Program reach will also be assessed by mining program documentation for counts of the number 
of participating adolescent health organizations, as well as counts of recipients of the program’s 
quarterly newsletter.  
Evaluation Planning Tables: 
Short-term objective 1: By July 2013, the NC AHRC planning team will have established contact 
with 50, and met with 10, key stakeholders in adolescent health organizations and initiatives 
around the state to discuss the NC AHRC and its role in adolescent health.  
Evaluation Questions Participant Evaluation Method 
Did program staff compile a 
comprehensive list of all 
adolescent health initiatives, 
organizations and programs, 
public and private, across the 
state? 
Program Staff Documentation review; 
interviews 
Did program staff establish 
contact with a representative 
of at least 50 of these 
organizations? If not, why 
not? 
Program Staff Documentation review; 
interviews 
Did program staff conduct at 
least 10 meetings with 
organizations? If not, why 
not? 
Program Staff Documentation review; 
interviews 
Did any representatives of 
organizations invited for 
meetings decline to meet? 
Why? 
Adolescent health 
organization representatives 
Documentation review; 
Surveys 
What went well during these 
meetings?  
Program staff and Adolescent 
health organization 
representatives 
Interviews, Surveys 
What could be improved for 
future meetings? 
Program staff and Adolescent 
health organization 
representatives 
Interviews, Surveys 
What were the key ideas that 
came out of these meetings for 
how the NC AHRC can 
support these organizations? 
Program Staff Interviews 
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Short-term objective 2: By July 2013, the NC AHRC planning team will have completed at least 
100 surveys of key informants and 4 adolescent focus groups, focusing on community ideas and 
desires for the NC AHRC.  
Evaluation Questions Participant Evaluation Method 
Did the graduate student team 
develop a key informant 
survey and focus group 
discussion guide? 
Program staff, graduate 
student team 
Documentation review; 
interviews 
Did program staff gather 
survey responses from at least 
100 key informants? 
Program staff Documentation review; 
interviews 
Did program staff conduct at 
least 4 groups of 6-8 
adolescents and a moderator? 
Program staff Documentation review; 
interviews 
What went well with the key 
informant survey? What was 
challenging? 
Program staff Interviews 
What would program staff do 
differently if they were to 
conduct the survey again?  
Program staff Interviews 
What key ideas came out of 
the key informant survey? 
Program staff Interviews 
Were the key informants 
satisfied with the survey? 
Key informants Surveys 
What went well with the focus 
groups? What was 
challenging? 
Program staff Interviews 
What would program staff do 
differently if they were to 
conduct the focus groups 
again?  
Program staff Interviews 
What key ideas came out of 
the focus groups? 
Program staff Interviews 
Were the adolescent focus 
group participants satisfied 
with the structure and content 
of the focus groups?  
Adolescent focus group 
participants 
Surveys 
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Short-term objective 3: By January 2014, The NC AHRC will have a functioning website, 
including lists of resources on chosen adolescent health topics targeted towards adolescents, 
parents of adolescents, and adolescent health providers.  
Evaluation Questions Participant Evaluation Method 
Did program staff assemble a 
list of health topics and related 
resources based on input from 
focus groups, key informants, 
and recommendations of the 
NC adolescent health task 
force, and display these 
resources on a functional 
website? 
Program staff Documentation review, 
Interviews 
What went well with the 
process of designing the 
website? 
Program staff, website 
designer 
Interviews 
What was challenging about 
designing the website? 
Program staff, website 
designer 
Interviews 
What challenges to updating 
the website do the program 
staff and web designer 
anticipate? How could these 
challenges be addressed? 
Program staff, website 
designer 
Interviews 
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Long-term objective 1: By January 2016, the NC AHRC will give direct training and technical 
support to at least 20 NC adolescent health organizations, initiatives, and programs.  
Evaluation Questions Participant Evaluation Method 
Trainings   
Did program staff develop and 
administer trainings for NC 
adolescent health 
organizations on at least 2 
topics including Youth 
Development? 
Program Staff Documentation review, 
Interviews 
How many NC adolescent 
health organizations were 
invited to participate in 
trainings, and how many 
participated? 
Program Staff Documentation review 
What went well in the 
trainings? What could be 
improved in future trainings? 
Program staff and Adolescent 
Health organization 
representatives 
Interviews, Surveys 
Did representatives of NC 
adolescent health 
organizations who attended 
trainings improve their 
knowledge of the topics 
presented? 
Adolescent Health 
organization representatives 
Pre- and Post-Test 
Technical Support   
Did program staff provide 
technical support to at least 15 
adolescent health 
organizations? 
Program Staff Documentation review, 
Interviews 
What went well in giving 
technical support to adolescent 
health organizations? What 
were challenges?  
Program staff and Adolescent 
Health organization 
representatives 
Interviews, Surveys 
Did technical support 
provided to the adolescent 
health organizations address 
their technical needs? 
Adolescent Health 
organization representatives 
Surveys 
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Long-term objective 2: By January 2016, the NC AHRC will continue community involvement 
through release of a quarterly newsletter and a Youth Advisory Board.  
Evaluation Questions Participant Evaluation Method 
Quarterly Newsletter   
Did the program publish a 
quarterly newsletter giving 
updates on the program’s 
activities? 
Program Staff Documentation review 
How many stakeholders 
received the quarterly 
newsletter? 
Program Staff Documentation review 
Did at least one newsletter 
annually contain updates on 
NC adolescent health targets, 
including alignment with 
Health People 2020 targets? 
Program Staff Documentation review 
What went well in newsletter 
publication/dissemination? 
What were challenges? 
Program Staff Interviews 
Did the newsletter contain 
information important to 
stakeholders, presented in a 
user-friendly, attractive way? 
Newsletter recipients 
(adolescent organizations, 
health professionals, 
adolescents, and parents) 
Surveys 
Youth Advisory Board   
Did program staff recruit and 
support the formation of a 
Youth Advisory Board, 
including adolescents with 
geographical, cultural, and 
socioeconomic diversity? 
Program Staff Documentation review, 
Interviews 
In what activities did the 
Youth advisory board engage?  
Program Staff, Youth 
Advisory Board members 
Documentation review, 
Interviews 
What went well in the process 
of forming and maintaining 
the Youth Advisory Board? 
 Program Staff, Youth 
Advisory Board members 
Interviews 
How could the recruitment 
process of the Youth Advisory 
Board be improved? 
Program Staff, Youth 
Advisory Board members 
Interviews 
How could the functioning of 
the Youth Advisory Board be 
improved in the future? 
Program Staff, Youth 
Advisory Board members 
Interviews 
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Long-term objective 3: By January 2016, The NC AHRC will maintain a website with updated 
resources and public disclosures of outcomes data, with a target of at least 1000 distinct viewers 
per month.  
Evaluation Questions Participant Evaluation Method 
Did program staff maintain a 
website with updated 
resources and public 
disclosures of outcomes data? 
Program staff Documentation review, 
Interviews 
How many visits does the 
website receive monthly, 
including total hits and total 
discrete visitors? 
Program staff, Website 
technicians 
Webpage traffic counts 
Did the program staff oversee 
quarterly updates of resources 
on the program website? 
Program staff Documentation review, 
Interviews 
Does the program website 
provide access to at least 20 
adolescent health 
organizations?  
Program Staff Documentation review 
What went well in updating 
the website? What were 
challenges? 
Program staff Interviews 
What media methods did 
program staff use to promote 
the NC AHRC website to 
adolescents, parents, and 
providers? 
Program staff Documentation review, 
Interviews 
What went well with the 
media campaign to promote 
the website? 
Program staff Interviews 
How could the media 
campaign to promote the 
website be improved in the 
future? 
Program staff Interviews 
Does the website provide 
visitors with the information 
they are looking for? 
Website visitors Surveys 
How could the website be 
improved? 
Website visitors, Program 
Staff 
Interviews, Surveys 
How does program staff 
respond to website visitor 
feedback? 
Program Staff Interviews 
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Long-term objective 4: By January 2016, the NC AHRC will bring together and display on the 
website outcomes data for the 11 Adolescent Health Objectives (as well as the cross-cutting 
objectives aimed at adolescents in Family Planning, Maternal & Child Health, Nutrition & 
Weight Status, Sexually Transmitted Diseases, Substance Abuse, and Tobacco Use) as outlined 
by the CDC’s Healthy People 2020 (US Dept of Health and Human Services, 2012). The NC 
AHRC will also compare the outcomes data with the NC Healthy People 2020 objectives, 
particularly the 5 objectives specifically aimed at youth (North Carolina Department of Public 
Health ).  
Evaluation Questions Participant Evaluation Method 
Did program staff assemble a 
database of NC adolescent 
health data organized by the 
objectives laid out by Healthy 
People 2020, as well as data 
briefs outlining trends for each 
objective, both published on 
the program website? 
Program staff Documentation review 
Did program staff identify 
sources of data on NC 
adolescent health outcomes 
and make contact with a 
representative of at least 5 of 
those sources? 
Program staff Documentation review, 
Interviews 
Did program staff work with 
data sources to evaluate 
whether their outcomes 
measures are aligned with the 
Healthy People 2020 targets, 
encourage further alignment 
where needed? 
Program staff Documentation review, 
Interviews 
What went well in meetings 
with data sources? What could 
be improved in future 
meetings? 
Program staff and Sources of 
NC adolescent health data 
Interviews, Surveys 
What were challenges in 
assembling the data set and 
data briefs?  
Program staff Interviews 
What gaps in adolescent 
health data did the program 
staff identify, and what steps 
were taken to address those 
gaps? 
Program staff Documentation review, 
Interviews 
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Ethics Considerations 
An IRB application for the NC AHRC evaluation plan would address several key issues, 
including potential risks to human subjects, confidentiality, and consent. The risks to the humans 
involved in the evaluation process will be minimal, in part because of the low-risk methods 
(including interviews and surveys), but also because apart from interviews of program staff, data 
gathered for the evaluation will be de-identified. For example, a survey of stakeholders will 
include many participants whose responses will be anonymous. The use of de-identified and 
anonymous data from interviews and surveys will preclude the need for consenting of 
participants, and will also aid in confidentiality of the data. However, as an added precaution, 
any participant identifying information, including names or email addresses, will be kept in a 
separate, secure location from data gathered in interviews and surveys. It will likely not be 
possible to de-identify data gathered from program staff, which may necessitate consenting of 
these subjects. Data gathered from program staff will similarly be maintained in a secure 
location, separate from other program data and staff personal information.  
 We would apply for an exemption from the UNC IRB evaluation of the NC AHRC. 
There are several reasons for this decision. Firstly, none of the activities of the evaluation 
process fall under the category of human subjects research. As laid out by the IRB exemption 
category description (from UNC IRB SOP 15.3, Category 2), interviews and surveys without 
directly linked human identifiers and with minimal risk to the subjects can be considered for 
exemption. While some program staff will be easily identified and could be linked with their 
interview and survey statements, exemption would still be appropriate given that these are public 
servants (UNC IRB SOP 15.3, Category 3). Coupled with these exemption categories is the fact 
that the purpose of the evaluation would be for program improvement and internal review, not 
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for publishing. While fidelity of the program for public funding purposes would likely 
necessitate presentation of the evaluation findings to government, journal publication of the 
evaluation findings will not be necessary. Additionally, an exemption status exists for evaluation 
designed to assess the public benefit or service of federally-funded programs, which may apply 
to this project (UNC IRB SOP 15.3, Category 5).  
Dissemination Plan 
 Throughout the evaluation process, evaluators will use several channels and methods to 
disseminate findings. Because a main goal of evaluation is project improvement, evaluators will 
share results with program staff throughout the process, particularly on issues related to program 
processes and identified targets for improvement. These updates will likely take the form of both 
informal conversations and at certain checkpoints, written reports. As project improvement 
necessitates continued engagement of certain stakeholders close to the project, these individuals 
will also be involved in these conversations. Therefore, throughout the evaluation process, 
feedback on program activities and processes will be shared with the representatives of 
adolescent health organizations who are were involved with the initial planning meetings, and 
those receiving technical support and trainings from the program. The adolescents involved with 
initial planning and members of the Youth Advisory Board will similarly be updated on 
evaluation findings to ensure their engagement. These updates will take the form of written 
reports.  
 To more broadly engage the community and the numerous stakeholders in this project, 
including NC adolescents, parents of adolescents, adolescent health providers, and adolescent 
health organizations, evaluation results will be reported at least annually in the program’s 
newsletter, which will be disseminate electronically to a wide audience. This newsletter with 
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evaluation results will also be made public on the website. These public evaluation results will 
focus more on the program’s achieved activities and the reach of the program, with less focus on 
the details of process feedback and strategies for improvement. Similarly, evaluation findings 
will be formally reported in writing to government officials, for funding fidelity purposes. The 
specific format and content of these reports will be guided by the regulations tied to the public 
funding of the program.  
Discussion 
Adolescents are an important part of society, and supporting adolescent health is vital to 
public health overall. While initiatives focusing on particular components of adolescent health 
are key to promoting adolescent health, coordinating these efforts for a large population of 
adolescents requires an overseeing organization that can target overall adolescent health. Such an 
organization can potentially improve and maintain the health and lives of adolescents by 
providing resources, access to information, and opportunities for successful growth and 
development into adulthood. As seen in the review of four state-level adolescent health programs 
included in this paper, such programs may utilize many different strategies to improve adolescent 
health, grounding goals and activities in ‘Positive Youth Development’ or similar theories. 
Successful adolescent health programs approach adolescents as assets to society, recognizing 
their strengths and capacities, not just their health risks. Using this ideology as a guide, the NC 
AHRC has the potential to support the health of a significant portion of the NC adolescent 
population.  
 Lessons learned from the process of reviewing other state programs and writing a 
program and evaluation plan will hopefully guide the program’s future efforts. As the NC AHRC 
continues through the planning stage and beyond, the program will need to navigate the 
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challenges that are inherent in its identity as a state government program. The political 
environment and subsequent allocation of resources tied to political changes are in a constant 
state of flux, and the program will need to continue to adjust to such changes now and in the 
future. For example, during the writing of this program and evaluation plan, resources available 
for the project including funding for staff was reduced, which necessitated a reconfiguration of 
tasks and responsibilities. Likewise, the politics surrounding adolescent health are often charged 
with heated opinions from many different stakeholders, with frequent clashes between 
lawmakers regarding the best ways to promote the health of adolescents. As discussed in the 
program plan, this is particularly true for strategies to address high-risk health behaviors such as 
substance abuse and sexual activity. Program staff should strive to provide NC adolescents with 
the best evidence-based health resources available, which will involve good judgment and 
diplomacy given the varying opinions of the many different stakeholders in this project, 
including government officials.  
 The involvement of adolescents themselves should be a main component of the 
program’s fabric, including the planning, implementation, and evaluation phases of the program. 
The program review revealed several potential avenues for adolescent involvement, including 
planning focus groups with adolescents, a standing youth advisory board, and access to youth-
authored media on the program website. As different stakeholders including parents, providers, 
and lawmakers weigh in on the NC AHRC’s priorities for adolescents health, program staff 
should be careful to give equal voice to adolescents themselves.  
 Another important lesson from the review of state programs was the importance of a 
well-planned evaluation. An important part of the evaluation will focus on program improvement 
and internal processes; however, program staff should also take a long-term view, turning a 
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critical eye on the program’s activities to assess how the program may be improving long-term 
health outcomes for NC adolescents. While this is a difficult task, the program staff should keep 
in mind the long-term goals for the program, namely to promote overall adolescent health in 
North Carolina. Achieving this goal will require creativity and flexibility, as throughout the 
process of writing this paper, the objectives and resources for the program shifted with the input 
of different stakeholders and changing government priorities. Going forward, the success of the 
NC AHRC will depend on its resilience in the face of such challenges.   
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Appendix A: Table of Similar Programs  
Program Goals/Action Steps Main 
Activities* 
Framework  Health 
Topics** 
Evaluation 
Alaska 
Adolescent 
Health 
Program 
Avoiding early initiation of sexual activity and 
teen pregnancy                                          
Promoting healthy relationships                   
Eliminating unequal and unhealthy relationships                                    
Promoting overall adolescent health and wellbeing                                 
Encouraging family, school and community 
involvement in the lives of youth 
B, d, e, g, h, i, 
j, k, l  
Positive Youth 
Development 
4,12,14 Initiative-specific evaluation; process 
evaluations for public health campaigns; 
fidelity monitoring for federal grant 
programs; no currently available 
outcomes data 
California 
Adolescent 
Health 
Collaborative 
Making youth policy a priority. 
Improving services and service systems. 
Creating supports and opportunities for all youth.  
A,b,c,d,e,f,g, 
h, k 
Positive Youth 
Development 
(Sexual health 
only) 
1,2,3,4,5,6
,7,8,9,10,1
1,12,13,14
,15,16, 
Data from several sources collected in 
California Adolescent Health Data Set; 
trends for key indicators presented in 
annual ‘rpogress reports;’ measured 
against Healthy People 2020 
Iowa 
Collaboration 
for Youth 
Development 
Adopting and applying positive youth 
development principles and practices at the state 
and local levels.                                         
Increasing the quality, efficiency, and 
effectiveness of opportunities and services and 
other supports for youth.                              
Improving and coordinating state youth policy and 
programs across state agencies. 
A, b, c, f, g, 
h, j, k, l 
Youth 
Development 
7, 10, 12, 
14, 17, 18, 
19, 20 
Conducts Iowa Youth Survey to evaluate 
key outcome measures consistent with 
program objectives; results of survey are 
presented in ‘Data Briefs’ on website, and 
in Annual Report to state legislature. No 
description of targets for outcomes or 
measurement against some standard.  
Minnesota 
Adolescent 
Health 
Program 
-Building the capacity of youth by providing 
caring relationships, positive expectations, 
opportunities to participate and contribute, and 
support for healthy behavior;  
-Developing a comprehensive set of resources that 
address adolescent health issues;  
-Strengthening the infrastructure of resources that 
support healthy youth, families and communities. 
B, d, g, h,  Healthy Youth 
Development 
1, 2, 3, 4, 
5, 7, 9, 11, 
14, 20, 21, 
22, 23, 24 
Adolescent Reproductive Health 
Databook, 2005; updated in 2012. No 
public formal evaluation of specific 
outcomes.  
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*a= collection of state-specific adolescent health data; b= presentation of state-specific adolescent health data; c = state data briefs on adolescent health topics; d=adolescent health trainings; e=technical 
support for state adolescent health organizations; f= conference for stakeholders; g = provides access to adolescent health resources; h = adolescent health newsletter or listserv; I = public health media 
campaigns; j= support of a youth board/alliance; k= develop tools for health care providers; l= conduct direct adolescent health initiatives 
**1=Injury Prevention; 2= Nutrition and Physical Activity; 3= Alcohol, Tobacco, and Other Drugs; 4= Teen Pregnancy; 5=Sexually Transmitted Infections; 6= Environmental and Occupational Health; 
7=Behavioral Health/Mental Health/Suicide; 8= Foster Care; 9= Homeless Youth; 10= Juvenile Justice; 11= LGBTQI, 12=Adolescent Relationship Abuse; 13= Social Networking; 14=Youth 
Development; 15= Health Care Delivery; 16= Rural Latino Adolescents; 17= Education and Employment; 18=Youth Leadership and involvement; 19=Afterschool; 20 = Violence; 21 = Special Needs 
Youth; 22= School Health; 23= Scoliosis; 24= Vaccines 
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Appendix B: Logic Model 
Inputs Activities Outputs Outcomes Impact 
AHRC leadership: NC 
Department of Public 
Health, Family & Child 
Branch; NC DPH Family 
Health Coordinator; 
UNC-CH public health 
graduate student partners 
 
Resources and counsel 
from other US State 
Adolescent Health 
Programs, state 
Adolescent Health 
Coordinators, & the 
Konopka Institute for 
Adolescent Health.  
 
Needs assessment as 
outlined by the NC 
Institute of Medicine 
Adolescent Health Task 
Force.  
 
Partnerships with other 
NC public health 
departments; the NC 
Institute of Public Health; 
the Federal Maternal & 
Child Health Bureau; 
other NC Adolescent 
Health organizations, 
programs, and initiatives.  
Identify 50, and meet with 10, NC 
adolescent health organizations or 
programs to discuss needed 
support.  
 
Develop and administer a survey 
for key stakeholders & adolescent 
health focus groups, to determine 
direction of AHRC activities and 
focused health topics.  
 
Design AHRC website, identifying 
adolescent health resources on 
focused health topics, categorized 
by target audience.  
 
Develop trainings for NC 
adolescent health programs.  
 
Select and support a group of NC 
adolescents to review adolescent 
health materials through the NC 
Youth Advisory Board.  
 
Write & publish a quarterly 
newsletter on the activities of the 
AHRC & NC teen health. 
 
Coordinate NC adolescent health 
data collection and organize a 
public database.  
 
Maintain updated lists of resources 
& NC adolescent health 
organizations on the AHRC 
website.   
Analyzed results from 
adolescent focus groups and 
key stakeholder surveys.  
 
AHRC website with 
updated lists of adolescent 
health resources on 
important topics targeted at 
adolescents, their parents 
and their providers, as well 
as access to NC adolescent 
health programs.   
 
Trainings for NC adolescent 
health organizations, 
programs & initiatives on at 
least two adolescent health 
topics including Youth 
Development.  
 
A coalition of NC 
adolescents as a Youth 
Advisory Board.  
 
A quarterly public 
newsletter on activities of 
AHRC and NC adolescent 
health.  
 
An organized, regularly 
updated database on 
important adolescent health 
outcomes in NC, measured 
against state and national 
targets (Healthy People 
2020 objectives).  
Short Term 
Obtain input of adolescents, 
parents, providers, and 
organizations of adolescent 
health programs regarding the 
role of the NC AHRC and its 
activities, through meetings, 
surveys, and focus groups. 
 
Provide access to adolescent 
health resources, including 
health information and local 
programs, to adolescents, their 
parents, and their providers 
through the NC AHRC 
website. 
 
Long Term 
Provide support to adolescent 
health programs and initiatives 
in NC, and promote programs 
using best practices. 
 
Provide youth perspective on 
adolescent health programs 
and initiatives in NC through 
the Youth Advisory Board.  
 
Inform key stakeholders and 
the public, through the NC 
AHRC website and newsletter, 
on important adolescent health 
topics and outcomes in NC as 
measured against state and 
national targets.  
Improved community 
engagement with adolescent 
health and youth development 
in NC.  
 
 
Increased exposure of NC 
adolescents to positive 
experiences and adult role 
models.  
 
 
 
Decreased rates of negative 
adolescent health outcomes in 
NC, meeting state and national 
targets on a variety of topics 
including but not limited to 
alcohol, tobacco, and 
substance use; teen pregnancy 
and sexually transmitted 
infections; obesity rates, and 
overall adolescent mortality.  
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Appendix C: Timeline for Activities  
 
2013 2014 2015  
 Staff* Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan
-Jul 
Aug-
Dec 
Jan-
Jul 
Aug-
Dec 
2016 
& on 
Identify adolescent health programs & initiatives 
throughout state 
FHC, 
GS 
               
Develop stakeholder survey and focus group guide; 
identify stakeholders, focus group participants, and 
focus group moderator 
SHUM 
GS, 
FHC 
               
Conduct stakeholder surveys and focus groups, 
analyze results 
GS, 
FHC 
               
Contact and meet w/ representatives of NC adolescent 
health programs & initiatives 
FHC, 
SHUM 
               
Choose focused health topics for website, assemble 
information and resources by target audience 
FHC, 
GS 
               
Assemble potential website designers, hire designer FHC, 
SHUM 
               
Work with web designer to develop and launch 
website 
FHC                
Develop & launch media campaign for website GS, 
FHC 
               
Update website information and resources quarterly FHC                
Develop & administer survey of visitors to website on 
design; analyze results and revise website 
GS, 
FHC 
               
Recruit participants for Youth Advisory Board FHC, 
HE 
               
Oversee activities of Youth Advisory Board HE                
Identify & contact sources of AH data in NC 
 
FHC, 
SHUM 
               
Collect & organize NC AH health outcomes data by 
national and state targets 
FHC, 
SHUM 
               
Display outcomes data on website and in yearly 
newsletter 
FHC, 
SHUM 
               
Develop & administer trainings for AH programs FHC, 
HE 
               
*FHC= NC Dept of Health and Human Services Family Health Coordinator; GS=UNC-CH graduate student volunteers; SHUM= NC Dept of Health and Human 
Services School Health Unit Manager; HE=Health Educator
Appendix D: NC AHRC One-year Budget 
A.Personnel 
Name/Position Computation* Cost 
Rebecca Brown, Family Health Coordinator (100%FTE) $54,271*100% $54,271 
Carol Tyson, School Health Unit Manager (20% FTE) $64,778*20% $12,995.60 
TBA, Health Educator (100% FTE) $45,830*100% $45,830 
Total  $113,096.60 
*Salary estimate based on NC State Employee Graded Salary sheet, (Personal Communication with Rebecca Brown); US Department of Labor 
Bureau of Labor Statistics 
The Family Health Coordinator will be responsible for development and administration of the NC AHRC 
including daily activities. The School Health Unit Manager will advise the Family Health Coordinator and oversee 
the project. The Health Educator will assist with developing and administering health trainings for organizations, 
and oversight of the Youth Advisory Board.  
B. Fringe Benefits for Employees 
Name/Position Benefit Computation* Cost 
Rebecca Brown, Family Health Coordinator OASI-DI $4151.73*100% $4151.73 
 Health Insurance $5192.00*100% $5192.00 
 Retirement $7120.36*100% $7120.36 
Carol Tyson, School Health Unit Manager OASI-DI $4955.52*20% $991.10 
 Health Insurance $5192.00*20% $1038.40 
 Retirement $8498.87*20% $1699.77 
TBA, Health Educator OASI-DI $3505.99*100% $3505.99 
 Health Insurance $5192.00*100% $5192.00 
 Retirement $6012.90*100% $6012.90 
Total   $34,904.25 
*Fringe Benefits costs based on NC Office of State Personnel Employee Compensation Calculator: 
http://www.osp.state.nc.us/Reward/benefits/Compensation%20Calculator.htm 
C.Equipment 
Item Computation* Cost 
2 Lenovo L-series Thinkpad Laptops  $629*2 $1,258.00 
Total  $1258.00 
*Cost based on commercial price estimates from Lenovo.com  
 The computers will be used for communication, development of materials, and trainings by the Family 
Health Coordinator and Health Educator.  
D.Website  
Item Computation* Cost 
Web developer contract: 150 hours $36.37*150 $5,455.50 
Domain registration and maintenance (.gov) $0 $0 
Total  $5,455.50 
*Computation based on US Department of Labor Bureau of Labor Statistics; Dot.gov Domain name registration service (www.dotgov.gov) 
 The Web Developer will be contracted to assist with website design, development, and maintenance, 
estimated 150 hours of contracted work.  
E.Office Materials 
Item Computation* Cost 
Office supplies $7/month*12 months $84 
Training materials $2/set* 100 sets $100 
Postage $20/month*12 months $160 
Total  $344 
*Median monthly office supplies cost from Bundle.com 
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 Office supplies and postage are for the day-to-day operation of the program. Training materials include 
handouts to be used at adolescent health organization trainings; costs include paper and printing.  
F.Travel 
Item Computation* Cost 
Airfare $300/flight*2 persons*2 conferences $1200 
Hotels $100/night*3 nights*2 persons*2 conferences $1200 
Breakfast $8/day*4 days*2 persons*2 conferences $128 
Lunch $10.45/day*4 days*2 persons*2 conferences $167.20 
Dinner $20.30/day*4 days*2 persons*2 conferences $324.80 
Total  $3020.00 
*Meal estimates based on standard per diem rates for NC state employees (Personal communication with Rebecca Brown, 2013) 
 Travel will be for professional development at two conferences yearly for the Family Health Coordinator 
and Health Educator. Costs include airfare, hotels, and meals.  
G.Community Involvement 
Item Computation* Cost 
Focus Group Moderator  $17.33/hour*20 hours $346.60 
Focus Group room rental In kind $0 
Focus Group Incentives $25*8 participants*4 focus groups $800 
Survey Respondent Incentives $10*100 participants $1000 
Total  $2,146.6 
*Computation based on US Department of Labor Bureau of Labor Statistics 
 Focus group costs will include hiring a moderator for an estimated 20 hours needed for training and 
conducting the focus groups, as well as incentive ($25 each) for the participants. The focus groups will be run by 
UNC Public Health students at UNC, thus there will be no charges for room rentals and costs are considered in kind. 
Survey respondents will be offered $10 as an incentive; no printing costs will be needed as the survey will be web 
administered.  
H.Other Costs 
Item Computation* Cost 
Rent  In kind $0 
Telephone $49.50/month*12 months $594 
Printing $0.09*1000 pages $90 
Total  $684 
*Costs based on estimates from Verizon.com, kinkos.com 
 Telephone costs include one business line with nationwide capabilities; printing will be used for general 
operations. Rent is included in other operating costs and thus is not relevant to this budget.  
 
 
Summary 
 
 
 
 
 
 
 
Budget Category  Amount 
A.Personnel $113,096.60 
B.Fringe Benefits for Employees $34,904.25 
C.Equipment $1,258.00 
D.Website Development $5,455.50 
E. Office Materials $344.00 
F.Travel $3020.00 
G. Community Involvement $2146.60 
H. Other Costs $684.00 
Total $160,908.95 
